more, numerous conglomerated polyps may give the appearance of a fungating mass which has been confused with cancer on colonoscopy and radiology studies. 5 In some cases, the polyps are difficult to distinguish from villous adenomas, necessitating a biopsy or polypectomy to confirm an exact diagnosis. 17, 20 The pathologic findings of FP usually support inflammatory polyp. Microscopically, FP ranges from normal to that containing nonspecific acute or chronic inflammation, but hyperplastic polyps as well as dysplasia or adenoma can also be contained among numerous polyps. 5, 6, 15, 16, 19, 21 FP can be developed in two different clinical settings: 1) acute colitis, when islands of residual mucosa may remain after patchy mucosal sloughing; 6 and 2) chronic colitis, when polyps composed of mucosal elements and granulation tissue may form by the reparative sequelae of inflammation. 6, 11, 22 Since polyps that form in these two settings (acute or chronic) are thought to be indistinguishable by histopathologic examination, it has been proposed that they be categorized as a single entity, "FP or inflammatory (pseudo) polyps." 23 FP is mostly asymptomatic and incidentally diagnosed on colonofiberscopy. However, patients may present with a variety of symptoms, including anemia, weight loss, cramping abdominal pain, and diarrhea. 5, 19 It can also produce obstruction and intussusceptions in addition to bleeding. 24, 25 Ulceration of polyps
and subsequent hemorrhage appears to be the result of trauma caused by fecal flow and peristalsis. 1, 26, 27 Rare cases presenting as toxic megacolon have been reported. 28 To date, FP themselves are not considered precancerous and not an indication to operate. 3, 15, 17, 19, 21, 26, 27 Many unnecessary colectomies have been performed for inflammatory polyps. 22 It is important to remember that sessile inflammatory polyps can sometimes mimic invasive colorectal cancers of a polypoid type and tight collections of filiform polyps or ''giant inflammatory polyps'' can mimic adenomatous polyps and even malignancies. 20, 29 It is necessary to determine whether polyps are inflammatory or adenomatous because adenomatous polyps have malignant potential. If other pathology are suspected based upon their endoscopic appearance, polypectomy, or biopsy is necessary to evaluate the histology and make a diagnosis. 6 The treatment of biopsy-proven inflammatory polyps may remain conservative as long as these lesions are asymptomatic. If the polyp is pedunculated, easily accessible, and can be removed with minimal risk of hemorrhage, then it may be removed through the colonoscope using the snare and cautery technique. Partial colectomies should be reserved for complicated cases of symptomatic inflammatory polyps or when malignancy cannot be excluded. 21 For example, if it is thought that FP has developed in association with active IBD, preemptive surgical resection would seem reasonable, particularly given the increased risk of colon cancer with ulcerative colitis and Crohn's disease. However, in asymptomatic patients without a history who are found to have FP, observation is the best option. 16 When patients with inflammatory polyposis require surgical management, it is important to evaluate the margins of resection, because inflammatory polyposis can recur in the presence of acute inflammation or residual disease at the resected margins. 5 With FP, it is difficult to say for certain the actual rate of malignant transformations. Although long-term monitoring for concurrent or subsequent development of adenomatous polyps in a colon afflicted by FP has not been reported, FP has been known to have a benign clinical course rather than malignant transformation. 3, 15, 17, 19, 21, 26, 27 Serial colonoscopies, however, must be performed in FP cases.
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